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World AIDS Day 2004 focuses on the increasing vulnerability of women to human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS) with the theme, Women, Girls, HIV, and AIDS. Globally, women account for nearly half of adults living with HIV. However, in some African countries, HIV prevalence is nearly five times greater among young women than men (1) .
In the United States, women in racial/ethnic minority populations are especially vulnerable. In 2003, black and Hispanic women accounted for 25% of all U.S. women but 83% of women with diagnosed AIDS (2) . Black women were 25 times more likely and Hispanic women six times more likely than white women to have diagnosed AIDS (2) .
In 2002, surveys of U.S. adults indicated that one tenth had been tested for HIV during the previous year (3) . CDC estimates one fourth of the approximately 900,000 persons living with HIV in the United States do not know that they are infected, are not receiving treatments, and might unknowingly transmit HIV to others (4) .
CDC supports a combined biomedical and behavioral strategy to reduce HIV infections in the United States, including expanded access to counseling, behavioral interventions, and screening and treatment for sexually transmitted diseases. Additional information is available at http://www.cdc.gov/hiv or by telephone, 800-342-2437.
Introduction of Routine HIV Testing in Prenatal Care -Botswana, 2004
In 2003, approximately 37% of pregnant women in Botswana (2001 population: 1.7 million; approximately 40,000 births per year) (1) were infected with human immunodeficiency virus (HIV) (2) . Since 2001, all prenatal clinics in Botswana have offered HIV screening and interventions for prevention of mother-to-child transmission of HIV (PMTCT), which can decrease vertical transmission of HIV from 35%-40% to 5%-10% (3) . Historically, HIV testing in Botswana has been performed after individual pretest counseling, with patients actively choosing whether to be tested (i.e., an "opt-in" approach). In 2003, 52% of pregnant women receiving prenatal care nationwide learned their HIV status. In 2004, to increase use of free national PMTCT and antiretroviral treatment (ARV) programs, Botswana began routine, noncompulsory (i.e., "opt-out") HIV screening in prenatal and other health-care settings. Concerns have been raised that routine testing in Africa might deter women from seeking prenatal care and might result in fewer women returning for their test results and HIV care after testing. To assess the early impact of routine testing on HIV-test acceptance and rates of return for care, the CDC Global AIDS Program and the PMTCT program in Botswana evaluated routine prenatal HIV testing at four clinics in Francistown, the second largest city in Botswana, where HIV prevalence has been >40% since 1995. This report describes the results of that assessment, which indicated that, during FebruaryApril 2004, the first 3 months of routine testing, 314 (90.5%)
Clinic Evaluation
In February 2004, in accordance with the new national policy of routine HIV testing in Botswana, personnel in four selected clinics were trained in a routine approach to prenatal HIV testing. Under the new system, existing PMTCT counselors (secondary-school graduates with 4 weeks of HIVcounseling training) held 10-to 15-minute group education sessions with pregnant women, using a flip chart as a discussion guide. The discussion focused on HIV transmission, PMTCT, ARV therapy, and testing needed for all mothers and infants. Women were informed that they would be routinely screened for HIV and other diseases. All were informed of their right to refuse testing. Women who did not want any of the tests were encouraged to discuss their concerns with the counselor. Women who arrived for prenatal care when no group could be convened received the same education individually. Women who did not refuse had blood drawn for HIV testing, which was performed offsite by laboratory technicians. Women usually received results and posttest counseling at their next scheduled prenatal visit (normally 1 month later). Women who were tested received individual posttest counseling, with a focus on PMTCT interventions for women who were identified as HIV positive, and were advised regarding next steps in medical care and psychosocial support.
Data on prenatal-care attendance, HIV test acceptance, and receipt of HIV test results were collected from clinic logbooks for the 4 months before the routine testing project began and for the first 3 months of routine testing. The median number of women beginning prenatal care at all four clinics was 114 per month (range: 95-134 women) during the opt-in testing period and 130 (range: 97-154 women) during the routine testing period, with a total of 859 women beginning care during the period of data collection. Six women who were known to be HIV positive before their first prenatal visit were excluded from this analysis. The median time for HIV test results to return from the laboratory was 19 days (range: 0-59 days).
Acceptance of HIV testing and receipt of test results increased ( Figure) after the introduction of routine testing. However, no difference was observed in the percentage of women who were tested but did not receive results between the opt-in and routine periods (29.4% versus 33.0%; p=0.29). Of all 639 women for whom test results were available, 306 (47.9%) were HIV positive.
Referral Hospital and National Program Data
Data from other sources also indicated an increase in the number of pregnant women learning their HIV status since routine testing began. Nyangabgwe Referral Hospital in Francistown is the site of approximately 10% of Botswana's annual deliveries, serving women from Francistown (including the four clinics involved in this project and eight other clinics where staff were trained in routine testing by project staff ) and surrounding rural areas. For women who do not know their HIV status at delivery, routine testing is performed on the postnatal ward. Data from postnatal ward logbooks indicated that the percentage of women who delivered at Nyangabgwe Referral Hospital who knew their HIV status at the time of discharge increased from 50% in 2003 to 76% during the first 9 months of 2004. Data reported by all 24 health districts to the national PMTCT program indicated that the percentage of women who delivered in health facilities who knew their HIV status increased from 52% in 2003 to 69% during the first 6 months of 2004.
As a complement to routine HIV testing, the government of Botswana plans to train HIV counselors in all health facilities to perform rapid, onsite HIV testing. This measure should Interventions to prevent mother-to-child transmission of HIV are effective and safe (4), and HIV-infected women who know their status can also receive life-sustaining ARV therapy. Without intervention, 35%-40% of HIV-positive women transmit HIV to their infants; however, drug prophylaxis and formula feeding can reduce transmission to 5%-10%, and combination ARV therapy can reduce transmission to <1% (3). For these reasons, routine HIV testing has become the standard of care for pregnant women in developed countries (5) , where HIV seroprevalence is relatively low. A routine approach to HIV testing has been rare in Africa, where HIV prevalence is higher, stigma associated with an HIV diagnosis has been a barrier to test acceptance, and large-scale PMTCT and ARV treatment programs are only recently becoming available. As part of worldwide efforts to expand access to PMTCT and ARV therapy, routine HIV testing of pregnant women (with the right to refuse) is recommended in the 2004 joint United Nations and World Health Organization policy statement on HIV testing (6) .
Two Cases of Hantavirus Pulmonary
Syndrome -Randolph County, West Virginia, July 2004
Hantavirus pulmonary syndrome (HPS) is a rare cardiopulmonary disease caused by viruses of the genus Hantavirus, for which rodents are the natural reservoir (1,2). Transmission to humans occurs by direct contact with rodents or their excreta or by inhalation of aerosolized infectious material (e.g., dust created by disturbing rodent nests). In July 2004, HPS cases (including one fatal case) were reported in two persons believed to have been exposed at sites approximately 12 miles apart in Randolph County, West Virginia (2000 population: 28,254) (3). This report describes the two cases and summarizes their epidemiologic and environmental investigations.
Clinicians and the public need to be educated about the risk for HPS and methods to reduce that risk.
Case Investigations
Patient A. In early July, a wildlife sciences graduate student, a man aged 32 years, visited an emergency department (ED) in Blacksburg, Virginia, with complaints of fever, cough, and sore chest since the previous evening. The ED clinician noted possible rodent exposure in the medical history of the patient. Examination revealed a temperature of 102.7°F (39.3°C) and an oxygen saturation of 96% (normal). A complete blood count (CBC) revealed a left shift with no bands (granulocytes: 87%) and lymphopenia (lymphocytes: 400/mm 3 ). Radiographic examination indicated faint rightsided pneumonia. In the ED, the graduate student began vomiting and was admitted for intravenous hydration and parenteral antibiotics. He became progressively hypoxic, requiring supplemental oxygen, bilevel positive airway pressure, and eventually intubation with mechanical ventilation. Repeated radiographs revealed bilateral pulmonary edema.
The next day, the patient was hypotensive, requiring intravenous pressor support. He received activated protein C to prevent disseminated intravascular coagulation (DIC). A repeat CBC revealed bands (granulocytes: 20%) and a decreased platelet count (115,000/mm 3 ); urinalysis indicated mild hematuria and proteinuria. Despite aggressive supportive care, the patient's status continued to deteriorate, and he died on the third day of his hospitalization. Differential diagnosis included tularemia, pneumococcal sepsis, and HPS. Serum specimens submitted to ARUP Laboratories (Salt Lake City, Utah) were positive for both IgG and IgM antibodies to hantaviruses; these test results were confirmed by CDC. A spleen biopsy was also positive by immunohistochemistry for hantavirus antigens. A serum sample was positive for hantavirus RNA by real-time reverse transcriptase-polymerase chain reaction (RT-PCR). Sequencing of the amplified nucleic acid identified the virus as Monongahela hantavirus (4) .
According to interviews with his coworkers, the patient had spent the previous month trapping small mammals for study and handling mice (Peromyscus spp.) daily. Two students and a recent graduate who had worked with the patient reported that none of them had consistently worn gloves while handling rodents or washed their hands after handling rodents or their excreta, even before eating. The students also reported frequent rodent bites on their bare hands.
Patient B. In early July, a Randolph County resident, a man aged 41 years, spent a weekend at a log cabin with his family. Two days later, he had fatigue, a dull headache, and a mild fever. 
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physician with hematuria but no fever and was released on empiric antibiotic therapy for a possible urinary tract infection. The patient returned 2 days later with a severe headache of approximately 12 hours' duration; he was referred immediately to the local ED. On arrival, the patient was hypoxic with a room air oxygen saturation of 90%; chest radiographs revealed right-sided pneumonia and congestive heart failure. The patient was airlifted to a referral hospital, with hypotension and bradycardia. His white blood cell count was normal, and cardiac enzymes were negative. The patient was placed in the intensive care unit and administered intravenous pressors and broad-spectrum antibiotics. Differential diagnosis included viral myocarditis, atypical pneumonia, and opportunistic infection, and was later broadened to include HPS and other infectious and autoimmune etiologies.
The patient was intubated the next day and started on highfrequency oscillator ventilatory support. The patient's condition deteriorated, with onset of thrombocytopenia, DIC, hypoalbuminemia, and renal insufficiency requiring hemodialysis. After 5 days of hospitalization, his condition began to improve. Serum samples were reported positive for IgG and IgM antibodies to hantaviruses by ARUP Laboratories; these results were confirmed by CDC. In addition, a serum sample taken during his hospitalization was positive for hantavirus RNA by RT-PCR. Sequencing of the amplified nucleic acid also identified the virus as Monongahela hantavirus. The patient recovered slowly during the next month.
According to family members, when the patient and his family arrived at the cabin in early July, they aired the interior after finding it reeking of rodent urine and discovered two live mice in a trash can in the kitchen. The patient killed the mice and later disposed of the remains and cleaned the trash can without wearing gloves. The family slept in the cabin that weekend and trapped six additional mice during their stay.
Environmental Investigation
On August 3, investigators from CDC and the West Virginia Department of Health and Human Resources discovered additional live mice in the trash can in the cabin of patient B. Openings in the walls and eaves were identified that permitted easy entry by rodents. In all, rodents were trapped by the investigating team during August 3-6 from three rural sites in Randolph County: 1) the dormitory in which patient A lived and its surroundings, 2) a forest trapping site where patient A worked the week before his illness, and 3) the family cabin and surroundings of patient B. Fourteen white-footed mice (P. leucopus) and one deer mouse (P. maniculatus) were captured from 239 traps during a 3-day period. Tissue and blood specimens were collected and processed for serology. RT-PCR was conducted on specimens of rodents with positive serology results. Hantavirus antibodies were detected in one white-footed mouse, which was also positive for virus RNA by RT-PCR. Sequence of the amplified RNA indicated that the mouse was infected with Monongahela hantavirus identical to virus identified in rodents collected from the location where patient B was presumed to have been infected. The amplified nucleic acid sequence was similar, but not identical, to that amplified from patient A.
Editorial Note: Since HPS was first identified in the southwestern United States in 1993, a total of 379 laboratoryconfirmed cases of HPS have been reported in the United States, including 32 retrospectively identified cases that occurred before 1993. Cases have been reported in 31 states, the majority of cases in the Southwest. Three cases of HPS have been identified as acquired in West Virginia. Subclinical infections are rare, according to antibody prevalence studies performed after the 1993 outbreak (5-7).
In the first case described in this report, exposure was probably occupational. Patient A regularly handled multiple mice, often suffered bites, and reportedly did not routinely wash his hands after handling rodents. In the second case, the exposure was peridomestic, likely associated with contact with live mice and their excreta while removing them from his cabin. Despite the temporal and geographic proximity of the two cases, no common exposure source, other than the rodent contact described, appears to exist.
These cases underscore the need to educate the public and clinicians about the risk for HPS in areas outside the Southwest. In addition, persons who have occupational exposure to rodents and their excreta should be trained in proper animal handling and use of personal protective equipment. Simple, effective methods are available to reduce exposure to hantaviruses (Box). Adherence to these precautions can reduce the incidence of HPS.
Serious Psychological Distress Among Persons with DiabetesNew York City, 2003
"Depression, anxiety, and other disorders causing serious psychological distress (SPD) frequently complicate the health care of persons with diabetes (1-3)." To assess the prevalence and effects of SPD among adults with diabetes, the New York City Department of Health and Mental Hygiene (DOHMH) analyzed data from approximately 10,000 adults who participated in the 2003 New York City Community Health Survey (CHS). The results indicated that 1) adults with diabetes were twice as likely to have SPD as those without diabetes, and 2) adults with both SPD and diabetes were more likely than those with only diabetes to live in poverty, report poor health, lack access to health care, and to have lost a spouse or partner to separation, divorce, or death. An integrated program of physical and mental health care that addresses socioeconomic barriers and improves access to treatment might improve the overall health of persons with diabetes and SPD.
CHS is a random-digit-dialed telephone survey of noninstitutionalized New York City adults aged >18 years, conducted by DOHMH. The findings described in this report are from interviews in 2003 with 9,802 respondents (response rate: 59% of the 16,752 households contacted); a total of 9,590 persons provided complete data and were included as participants in the study. Interviews were conducted in 23 languages; the study was approved by an institutional review board.
The survey was adapted from the Behavioral Risk Factor Surveillance System (BRFSS) survey and National Health Interview Survey. Diabetes was determined by using the modified BRFSS question, "Have you ever been told by a doctor that you have diabetes?" Respondents with positive responses that were not pregnancy related were classified as having diabetes. SPD was determined by using the K6 scale, a psychometrically validated, epidemiologic screening measure that is highly correlated with diagnostic measures of major depressive disorder, generalized anxiety disorder, schizophrenia, and other mental disorders (4). Respondents were asked how often during the preceding 30 days they felt "sad," "nervous," "restless," "hopeless," "worthless," or that "everything was an effort." Responses to these six feelings were measured on a scale of 0-4 (range: 0-24). Responses were summed and participants with scores >13 were classified as having SPD (5). Analyses were conducted by using statistical analysis software to account for the complex survey design. Prevalence estimates were adjusted to the 2000 U.S. standard census distribution, and 95% confidence intervals (CIs) were generated. Logistic regression was used to compute age-adjusted odds ratios (AORs) and to determine whether diabetes was an independent risk factor for SPD.
Among all 9,590 participants, 498 had SPD, an ageadjusted prevalence of 5.0% (95% CI = 4.5-5.6). Among the 857 (9.0%) participants with diabetes, 80 had SPD, a prevalence of 10.4% (CI = 7.3-14.7). After controlling for age, sex, race/ethnicity, marital status, and household income, participants with diabetes were twice as likely as participants without diabetes to have SPD (AOR = 1.9; CI = 1.4-2.8).
Adults with diabetes and SPD were more likely than adults with only diabetes to be divorced, separated, or widowed (48.7% versus 25.3%) or to have household incomes below $25,000 (70.2% versus 42.8%) (Table) . Moreover, adults with diabetes and SPD reported poorer health-care utilization than adults with only diabetes. Only 11% of adults with diabetes and SPD had private insurance, compared with 41.6% of adults with only diabetes. Adults with both conditions also were more likely than adults with only diabetes to report not filling a prescription or seeing a doctor for a medical problem because of cost (42.0% versus 16.5% and 47.1% versus 23.1%, respectively). Adults with both conditions were also more than twice as likely as adults with only diabetes to use an emergency department as their usual source of health care (25.6% versus 9.8%) ( Table) .
Self-reported health status was worse for adults with both diabetes and SPD, compared with adults with only diabetes. Fair or poor health was reported by 78.2% of adults with diabetes and SPD, compared with 39.8% of those with only diabetes. In addition, adults with both diabetes and SPD were three times as likely than those with only diabetes (64.2% versus 22.2%) to report >3 days during the preceding 30 days, when poor physical health limited their usual activities, and seven times as likely (63.3% versus 9.1%) to report similar limitations attributed to poor mental health (Table) . Editorial Note: Diabetes and other chronic diseases (e.g., hypertension and asthma) have been associated with higher rates of SPD (1-3,6,7) . The findings in this report are consistent with previous studies of diabetes that have suggested SPD occurs twice as often among persons with diabetes as among the general population, usually in the form of depression or depressive symptomatology (1-3) . The findings regarding the use of health-care services by persons with diabetes and depression compared with persons with only diabetes are consistent with other studies that have associated having diabetes and depression with poor physical and mental functioning, increased use of the emergency department, and poor adherence to medication regimens (8,9). Pharmacologic and nonpharmacologic mental health treatments have been shown to reduce depressive symptomatology in persons with both diabetes and depression; however, evidence conflicts regarding whether they improve glycemic control (10).
The findings in this report are subject to at least three limitations. First, the sample represents only noninstitutionalized adults with telephones. Second, the cross-sectional nature of the study prevents determining whether SPD preceded or followed the onset of diabetes. Finally, the data are self-reported, and measures of glycemic control, self-care practices, severity of diabetes, and diagnostic measures to distinguish the exact type of SPD were not available.
Persons with comorbid diabetes and SPD face formidable economic and social obstacles to receiving appropriate health care. Increased use of more effective methods for detecting and managing depression and other mental disorders might be particularly beneficial for persons with diabetes. Research is needed to assess the effects of these methods on diabetes and mental health outcomes. 
